A Randomized Controlled Trial of the Fascia Suture Technique Compared with a Suture-mediated Closure Device for Femoral Arterial Closure after Endovascular Aortic Repair  by Larzon, T. et al.
Selected Abstracts from the February Issue of the
European Journal of Vascular and Endovascular Surgery
A. Ross Naylor, MBChB, MD, FRCS, Editor-in-Chief, and Philippe H. Kolh, MD, PhD, Senior EditorVery Urgent Carotid Endarterectomy Does Not Increase
the Procedural Risk
Rantner B., Schmidauer C., Knoﬂach M., Fraedrich G. Eur J Vasc Endovasc
Surg 2015;49:129-36.
Objectives: The timing of CEA for symptomatic internal carotid ar-
tery (ICA) stenosis remains a matter of controversy. Recent registry data
showed a signiﬁcantly increased risk, especially in the very early days after
the onset of symptoms. In this study the outcome of CEA in the hyperacute
phase has been investigated.
Methods: The outcome of CEA for symptomatic ICA stenosis be-
tween January 2004 and December 2013 has been retrospectively analyzed.
Patients were divided into four timing groups: surgery within 0 and 2 days,
between 3 and 7 days, 8 and 14 days, and thereafter. The post-operative 30
day stroke and death rates were assessed.
Results: A total of 761 symptomatic patients (40.1% with transient
ischemic attack [TIA], 21.3% with amaurosis fugax, and 38.6% with ischemic
stroke) were included, with an overall peri-operative stroke and death rate of
3.3%. A stroke and death rate of 4.4% (9/206) for surgery within 0 and 2 days,
1.8% (4/219) between 3 and 7 days, 4.4% (6/136) between 8 and 14 days, and
2.5% (5/200) in the period thereafter (p ¼ .25 for the difference between the
groups) was observed. The timing of surgery did not inﬂuence the peri-operative
outcome in a multivariate regression analysis (OR 0.93 [0.63e1.36], p¼ .71).
Conclusions: These data show that very urgent surgery in symptom-
atic patients can be performed without increased procedural risk. Given the
fact that ruptured plaques with neurological symptoms carry the highest risk
of a recurrent ischemic event in the ﬁrst 2 days, treating patients as soon as
possible to offer the highest beneﬁt in stroke prevention is recommended.Risk of Early Recurrent Stroke in Symptomatic Carotid
Stenosis
Strömberg S., Nordanstig A., Bentzel T., Österberg K., Bergström G.M.L.
Eur J Vasc Endovasc Surg 2015;49:137-44.
Objectives: The risk of recurrent stroke in patients with symptomatic
carotid artery stenosis is highest in the ﬁrst weeks after a transient ischemic
attack (TIA) or minor stroke and can be reduced with carotid endarterec-
tomy (CEA). The optimal timing of CEA remains a controversial issue since
very urgent CEA is associated with an increased procedural risk. The aim of
this study was to determine the risk of very early recurrent stroke in a pop-
ulation with symptomatic high grade carotid stenosis.
Methods: Data were analyzed on all patients with ocular TIA, TIA, or
minor stroke with >70% carotid stenosis as assessed by carotid ultrasound at
Sahlgrenska University Hospital during the periods 2004e2006 and
2010e2012. The two time periods were chosen to minimize selection
bias and to analyze changes over time. The risk of recurrent stroke within
30 days of the referring event was assessed.
Results: 397 patients with symptomatic carotid stenosis were identi-
ﬁed. The risk of recurrent stroke in the total cohort was 2.0% (CI 95%
0.6e3.4) by day 2, 4.0% (CI 95% 2.0e5.9) by day 7, and 7.5% (CI 95%
4.4e10.6) by day 30. There was no signiﬁcant difference between the two
time periods. Patients with minor stroke had a signiﬁcantly higher risk of
recurrent stroke than patients with TIA or ocular TIA as the referring event.
Conclusions: The data suggest that the early risk of recurrent stroke
in symptomatic signiﬁcant carotid stenosis is not as high as some earlier
studies have shown. The risk is similar to several studies in which a modern
medical treatment regime could be assumed.Risk Factors for Proximal Neck Complications After
Endovascular Aneurysm Repair Using the Endurant
Stentgraft
Bastos Goncalves F., Hoeks S.E., Teijink J.A., Moll F.L., Castro J.A.,
Stolker R.J., Forbes T.L., Verhagen H.J.M. Eur J Vasc Endovasc Surg
2015;49:156-62.570Objective: To assess the incidence and risk factors for proximal aneu-
rysm neck related complications with a late generation device for endovas-
cular abdominal aneurysm repair (EVAR).
Methods: Data were retrieved from a prospective registry (Endurant
Stent Graft Natural Selection Global Postmarket Registry) involving 79 insti-
tutions worldwide. The risk factors tested were age, gender, surgical risk pro-
ﬁle, proximal neck length (<10 mm), diameter (>30 mm), supra- and
infrarenal angulation (>60 and 75), mural thrombus/calciﬁcation
(>50%) and taper (>10%), and AAA diameter (>65 mm). Two neck related
composite endpoints were used, for intra-operative (type-1a endoleak, con-
version, deployment/retrieval complication or unintentional renal coverage)
and post-operative (type-1a endoleak or migration) adverse events. Indepen-
dent risk factors were identiﬁed using multivariable backwards modeling.
Results: The study included1263patients (mean age 73, 10.3% female)
from March 2009 to May 2011. Twenty three (1.8%) intra-operative adverse
events occurred. Neck length<10 mm (OR 4.9, 95% CI 1.1e22.6) and neck
thrombus/calciﬁcation>50% (OR4.8, 95%CI1.7e13.5)were risk factors for
intra-operative events. The planned 1 year follow up visit was reached for the
entire cohort, and the 2 year visit for 431 patients. During this time, 99
(7.8%) events occurred. Female gender (HR 1.9, 95%CI 1.1e3.2), aneurysm
diameter>65mm (HR2.8, 95%CI 1.9e4.2), and neck length<10mm (HR
2.8, 95% CI 1.1e6.9) were signiﬁcant post-operative risk factors. Neck angu-
lation, neck taper, large diameter neck, and presence of thrombus/calciﬁcation
were not predictors of adverse outcome in this study.
Conclusion: These results support the adequacy of this device in the
face of adverse neck anatomy, and conﬁrm neck length as the most relevant
anatomical limitation for EVAR. Additionally, the study conﬁrms the
decline in early to mid-term intervention rates with a newer generation de-
vice in a large patient sample. Lastly, it suggests that neck related risk factors
affect outcome and impact on prognosis in varying degrees.Fate of Patients Unwilling or Unsuitable to Undergo
Surgical Intervention for a Ruptured Abdominal Aortic
Aneurysm
van Beek S.C., Vahl A.C., Wisselink W., Balm R., on behalf of the
Amsterdam Acute Aneurysm Trial Collaborators. Eur J Vasc Endovasc
Surg 2015;49:163-5.
Introduction: The primary objective of this study was to assess the
duration of in-hospital survival in 57 patients with ruptured abdominal
aortic aneurysms (RAAA) who did not undergo surgical intervention.
Report: Two hours after registration in the emergency room, 58%
(95% CI 45e71) of patients were still alive. The median survival was 2.2
hours (interquartile range 1e18). In a subgroup including 26 haemody-
namically stable patients, survival after 2 hours was 96% (95% CI 89e100).
Conclusion: In patients with an RAAA without surgical intervention,
the duration of in-hospital survival is limited. However, a group of haemo-
dynamically stable patients can be identiﬁed in whom survival is much
longer.A Randomized Controlled Trial of the Fascia Suture
Technique Compared with a Suture-mediated Closure
Device for Femoral Arterial Closure after Endovascular
Aortic Repair
Larzon T., Roos H., Gruber G., Henrikson O., Magnuson A.,
Falkenberg M., Lönn L., Norgren L. Eur J Vasc Endovasc Surg
2015;49:166-73.
Objectives: The aim was to investigate whether the fascia suture tech-
nique (FST) can reduce access closure time and procedural costs compared
with the Prostar technique (Prostar) in patients undergoing endovascular aortic
repair and to evaluate the short- and mid-term outcomes of both techniques.
Methods: In this two center trial, 100 patients were randomized to
access closure by either FST or Prostar between June 2006 and December
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measures included access related costs and evaluation of the short- and
mid-term complications. Evaluationwas performed peri- and post-operatively,
at discharge, at 30 days and at 6 months follow up.
Results: The median access closure time was 12.4 minutes for FST
and 19.9 minutes for Prostar (p < .001). Prostar required a 54% greater pro-
cedure time than FST, mean ratio 1.54 (95% CI 1.25e.90, p < .001) ac-
cording to regression analysis. Adjusted for operator experience the mean
ratio was 1.30 (95% CI 1.09e.55, p ¼ .005) and for patient body mass in-
dex 1.59 (95% CI 1.28e.96, p < .001). The technical failure rate for oper-
ators at proﬁciency level was 5% (2/40) compared with 28% (17/59) for
those at the basic level (p ¼ .003). The proﬁciency level group had a tech-
nical failure rate of 4% (1/26) for FST and 7% (1/14) for Prostar, p ¼ 1.00,
while corresponding rates for the basic level group were 27% (6/22) for
FST and 30% (11/37) for Prostar (p ¼ .84). There was a signiﬁcant differ-
ence in cost in favor of FST, with a median difference of V800 (95% CI
710e927, p < .001).
Conclusions: In aortic endovascular repair FST is a faster and cheaper
technique than the Prostar technique.The Effect of Supervised Exercise Therapy on Physical
Activity and Ambulatory Activities in Patients with
Intermittent Claudication
Fokkenrood H.J.P., Lauret G.J., Verhofstad N., Bendermacher B.L.W.,
Scheltinga M.R.M., Teijink J.A.W. Eur J Vasc Endovasc Surg
2015;49:184-91.
Objective/Background: Intermittent claudication (IC) is associated
with a reduction in physical activity (PA) and a more rapid functional declineleading to a higher mortality rate compared with healthy individuals. Super-
vised exercise therapy (SET) is known to increase the walking capacity of pa-
tients with IC. However, it is unclear whether SET increases PA. The aim of
this study was to investigate the effect of SET on PA levels and ambulatory
activities in patients with IC.
Methods: Patients newly diagnosed with IC were requested to wear
an activity monitor 1 week prior to and 1 week immediately after 3 months
of SET. The primary outcome was the percentage of patients meeting the
minimum recommendations of PA (American College of Sports Medicine
[ACSM]/American Heart Association [AHA] recommendation for public
health of $ 67 metabolic equivalents [METs]/min/day, in bouts of $
10 min) at baseline and after 3 months of SET. Additionally, daily PA level
(METs/min), duration of ambulatory activities, daily number of steps, pain
free walking distance (PFWD), maximal walking distance (MWD), and
Short Form Health Survey (SF-36) health surveys were compared before
and after SET.
Results: Data from 41 participants were available for analysis. A
higher number of participants met the ACSM minimum recommendation
for PA at the 3 month follow up (baseline: 43%; 3 months: 63%; p ¼
.003). Despite signiﬁcant increases in PFWD (baseline: 210 m; 3 months:
390 m; p ¼ .001), MWD (baseline: 373 m; 3 months: 555 m; p ¼ .002)
and physical functioning score (SF-36) following SET, no increase in the
mean daily PA level was found (395 6 220 vs. 411 6 228 METs/min;
p ¼ .43). Furthermore, the total number of steps and time spent in ambu-
latory activities did not change following SET.
Conclusion: Three months of SET for IC leads to more patients
meeting the ACSM/AHA public health minimum recommendations for PA.
Assessment of PA could be incorporated as an outcome parameter in future
research comparing different treatment modalities for peripheral arterial disease.
